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Key Points 

 Most common joint conditions can be evaluated and treated arthroscopically. 
 Arthroscopic procedures of the stifle, elbow and shoulder are most frequently performed 

in small animal practice. 
 
 The acceptance of arthroscopy in small animal orthopedics initially lagged that in the 
human and equine fields.  Initially the perception that arthroscopy was not needed, or was 
impractical in small animal patients was prevalent, however the last ten years has seen 
tremendous advances in both the acceptance and application of small animal arthroscopy. 
 Arthroscopy offers several advantages over traditional arthrotomy, such as enhanced 
visualization, increased precision, and lower patient morbidity.  Since arthroscopy is performed 
in a fluid environment under both magnification and illumination, the view of the joint surface 
and intra-articular structures is vastly superior to traditional techniques; in addition, the small 
size of the arthroscope allows it to be positioned in relatively remote locations of the joint.  
Diminished patient morbidity is well documented it the human medical literature, owing to 
minimal disruption of the inflamed joint capsule by the small portals required to perform 
arthroscopically assisted joint surgery.  Similar studies are currently lacking in the small animal 
veterinary literature, however the impression of small animal arthroscopists, and early objective 
data suggest that the same is true for small animals.  The most important disadvantage to 
arthroscopic surgery, particularly in the small animal patient is the steep learning curve.  Several 
factors combine to make this modality difficult to master including the coordination required to 
manipulate the arthroscope and instrumentation based on real time images provided by the 
monitor, as well as the extremely small joint spaces of the canine patient.  However the 
advantages greatly outweigh the disadvantages, particularly with arthroscopically assisted 
surgery of the elbow, shoulder, and stifle. 
 
COMMONLY TREATED CONDITIONS 
 
OCD OF THE HUMERAL HEAD 
 OCD of the humeral head is the most common OCD lesion in the dog; a fragment of 
cartilage that becomes partially or fully detached from the caudocentral humeral head. Large and 
giant breeds, specifically Great Danes and Irish Wolfhounds, are more commonly affected.  
Dogs are usually4-8 months of age with a2:1 to 3:1 male/female ratio.  Although the disease is 
bilateral in 27-68% of cases, many are clinically affected in only one limb.  Lameness is initially 
noted after exercise or after rest preceded by exercise.  Pain with shoulder extension, crepitus, 
and deltoid and/or spinatus muscle atrophy may be detected on physical examination.  The 
diagnosis is confirmed radiographically.  Radiographs reveal a flattening of the humeral head in 
a properly positioned lateral view.  An arthrogram may be needed if the lesion is not evident or a 
cartilage fragment has migrated into the biceps tendon sheath.  Treatment entails removal of the 
cartilage flap, débridement of the underlying subchondral bone and in some cases microfracture 
of the subchondral plate to promote vascular in growth. Perhaps the greatest advance in 
diagnosis and treatment of OCD lesions has been arthroscopy, owing to superior visualization of 
the interior of the joint resulting in more precise treatment. 
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CANINE ELBOW DYSPLASIA (CED) 
 Elbow dysplasia is a collection of diseases including ununited anconeal process (UAP), 
osteochondritis dissecans (OCD) of the medial portion of the humeral condyle, fragmented 
medial coronoid process (FMCP) and ununited medial epicondyle (UME).  Some authors 
consider incomplete ossification of the humeral condyle to be a manifestation of elbow dysplasia 
as well.  Only OCD of the medial portion of the humeral condyle has been definitively proven to 
be a manifestation of osteochodrosis. 
 
FRAGMENTED MEDIAL CORONOID PROCESS AND OCD OF THE HUMERAL CONDYLE 
 Fragmented medial coronoid process is the most common lesion in the elbow.  OCD of 
the medial condyle of the humerus is the second most common lesion in the elbow.  Although 
the etiology of FMCP remains unknown, recent data suggest that the disorder arises from 
abnormal joint loading forces leading to microfracture.  Thus, the disorder is not likely an OCD 
lesion as it has been historically described.  The comments to follow apply to both lesions; 
although both lesions can occur simultaneously, generally only one is found. 
 The patient is usually a large or giant breed dog.  Labrador retrievers, Newfoundlands, 
German Shepherds, and Rottweillers are over-represented.  The dog is usually 8-10 months of 
age and more males are affected than females. 
 The dogs will have a weight bearing lameness that has an insidious onset.  There will be 
pain on palpation of the elbow and joint effusion.  Crepitus will be felt on flexing and extending 
the limb, especially when the limb is strongly pronated.  The lesion is very commonly bilateral 
(greater than 90%) so shifting leg lameness is common. 
 The diagnosis of OCD of the humeral condyle is easily made.  A cranial-caudal view is 
the most diagnostic.  It is very difficult (or nearly impossible) to radiographically document 
directly a fragmented medial coronoid process.  The coronoid lies adjacent to the caudo-medial 
corner of the radial head, thus it is obscured by the radial head in both the cranio-caudal and 
lateral views.  Clinically, the diagnosis of elbow dysplasia is made based on the presence of 
secondary radiographic signs, such as an osteophyte arising from the medial aspect of the radial 
head, osteophytosis of the anconeal process, or subtrochlear sclerosis of the ulna.  CT and MRI 
have been successful in demonstrating a fragment, but the gold standard for fragment 
identification is arthroscopy.  In our clinic, patients with elbow pain and radiographic evidence 
of elbow dyspasia (osteophytosis or sclerosis) are definitively diagnosed with elbow arthroscopy.  
This diagnostic procedure is used to document the presence or absence of a fragment, and 
remove the fragment at the same time. 
 Arthroscopy is a minimally invasive method to diagnose and treat both conditions, and is 
the current standard of care.  The elbow joint is arthroscopically explored, the fragment is 
removed and/or the OCD lesion is curetted.  Postoperatively the limb is placed in a soft padded 
bandage for 24 hours. 
 
UNUNITED ANCONEAL PROCESS 
  The anconeal process of the ulna arises as a separate center of ossification, and failure of 
it to unite with the remaining ulna is known as ununited anconeal process.  This is the second 
most common CED lesion.  The signalment is usually a 6 to 9 month old dog.  Males are more 
commonly affected than females.  Large and giant breeds are most commonly afflicted, 
especially the German Shepherd.  The dog will present with a weight bearing lameness.  Pain can 
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be elicited on flexion and extension of the elbow.  The joint capsule is usually distended with 
effusion.  In 25% of cases the disease is bilateral so a history of shifting leg lameness is possible. 
 Definitive diagnosis of UAP is made by radiography.  A flexed view is usually the most 
diagnostic.  The anconeal physis will begin to close at 10-13 weeks (3 months) in normal dogs.  
It should be closed by 18-20 weeks (5 months) in the German Shepherd.  An open anconeal 
physis at 21 weeks is diagnostic for nonunion and the anconeal process will not fuse thereafter.  
Radiographically a radiolucent line is seen between the anconeal process and ulna.  Frequently 
osteophytes are seen in the joint.  Occasionally the anconeal process will have migrated and 
lodged in the anconeal fossa. 
 The treatment is always surgical.  Some surgeons have attempted to reattach the anconeal 
process with lag screw techniques.  Since the anconeal process is usually malformed this is 
usually unsuccessful, however, combined with an ulnar osteotomy, successful fusion can be 
achieved.  In cases in which the anconeal process is well attached based on arthroscopic 
examination, a dynamic proximal osteotomy can result in fusion.  In cases in which severe 
osteoarthritis or malformation of the process is present, the anconeal process can be removed 
arthroscopically, or by a caudolateral approach to the elbow.  Postoperatively the dog should be 
placed in a soft padded bandage for several days. 
 
ARTHROSCOPICALLY ASSISTED STABILIZATION OF THE STIFLE JOINT 
 Cranial cruciate ligament disease represents the most common cause of lameness in the 
dog, so arthroscopy of the canine stifle has great appeal. Unfortunately, due to the rapid 
progression of osteoarthritis following cranial cruciate ligament rupture, the commonplace delay 
in diagnosis and the tendency for the highly vascular infra-patellar fat pad and synovial lining of 
the stifle to bleed, the stifle presents one of the greatest challenges in canine arthroscopy.  In 
cases of early stable partial tears of the cranial cruciate ligament, lameness is present, stifle pain 
can be elicited on physical examination, however, joint instability (cranial drawer or tibial thrust) 
are typically absent.  In the absence of stifle joint instability, arthroscopic examination of the 
stifle is extremely valuable in the definitive diagnosis of partial tears of the cranial cruciate 
ligament or the rare case of isolated meniscal injury.  In addition, débridement of the torn portion 
of the cranial cruciate ligament, meniscal examination and treatment can be accomplished with 
arthroscopy.  For these reasons, despite its’ inherent difficulty, stifle arthroscopy is one of the 
most commonly performed arthroscopic procedures in the dog in our clinic. 

640


